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Redding-Williams line, and is very often associated with detachment of the greater trochanter, and less frequently of the lesser trochanter. The fracture often appears to be impacted as regards the two main fragments. I would call attention to three points: (1) When the injury is slight it is easy to miss it completely.
(2) Antero-posterior displacement of the fragments is not demonstrated in a single view, so that a position which may appear good may really be poor. Not only is the view misleading in this respect; an apparently firmlv impacted fracture may not in the true sense be impacted at all, owing to lateral fissuring and antero-posterior displacements of the distal fragments.
(3) There is the difficulty of forming any adequate idea from X-ray examination as to the progress of repair. In this injury practically no callus is seen around the fragments at any time; all that can be made out in the earlier stages is a gradual loss of definition in the lines of cleavage. In the absence of subperiosteal bridges of bone, bony union cannot be recognized in the skiagram until definite calcified lamellae can be traced between the fragments, and the lines of cleavage have ceased to exist, being replaced by lines of condensation. This does not occur for months. Stereoscopy is of no help in elucidation of repair. I have not, however, seen a fracture of this type which has failed to unite. I have been struck by the failure to improve the position of these fractures by manipulation, and have not seen an impacted fracture thus disimpacted.
The intracapsular fractiure takes place immediately distal to the head of the f mur. The neck, most of which belongs to the distal fragments, appears very short, but this is due to external rotation, the fractured surface of the neck looking forwards. Stereoscopy helps to reveal a displacement in this direction far more extensive than might be imagined. Impaction is rare, and, when it occurs, is associated with external rotation of the distal fragment. Attempts at reposition are usually unsuccessful owing to the posterior lip of the distal fragment impinging upon and rotating the head.
Bony union of these fractures, when treated by routine methods, is in my experience exceedingly rare.
The progress of repair, or rather absence of repair, can be more readily followed in these injuries, because the ends of the fragments can to some extent be isolated. The usual sequence of events is as follows: at first the usual slight loss of definition is observed in the opened cancellous structure. This is gradually replaced by condensation of the ends of the fragments with return of definition, i.e., the appearances are ultimately typical of a definite non-union. Absorption of the distal fragment takes place, so that the neck becomes shorter, though this is exaggerated by rotation. The proximal fragment shows extreme decalcification eventually but this is often irregular.
Movements of the two fragments together through the limited range of rotation possible is not evidence of bony union, or even conclusive evidence of fibrous union. Bony callus is rarely seen.
Mr. GWYNNE WILLIAMS said that in the last five years he had seen about ten cases of recent intracapsular fracture. Some of the patients were too feeble to allow of any treatment of the fracture. Three fractures were treated in a Whitman's plaster and all remained ununited; in the case of one patient the fracture was treated by extension and apparently joined, an excellent functional result following; one fracture was screwed by an open operation and union ensued.
The difficulty of stiffness of the knee after the plaster treatment could be partly overcome by fixing the knee at an angle of 450 and later cutting the plaster below the knee, so that the anterior half could be temporarily removed for exercises of the joint.
